
THE RECOGNITION OF GENERAL PARESIS
WHILE IT IS STILL SUSCEPTIBLE

TO TREATMENT
WITH REMARKS ON THE COURSE AND CLINICAL

FEATURES OF THE DISEASE

JOSEPH COLLINS, M.D.
Physician to the Neurological Institute

NEW YORK

General paresis is a disease of the cerebrum and the
central nervous system caused by the presence and
growth of the Spirochaeta pallida in its lymph system.
The destructive action of these organisms is expended
largely on the parenchyma or ganglion cells of the cor-
tex of the brain. Any part of the nervous system may,
however, be subject to its ravages, but the symptoms of
the disease are always finally and conspicuously cere-
bral.

It is a fatal disease. Once it is fully developed it is
subject neither to amelioration nor to interruption.
Early and vigorous treatment of syphilis before the
organisms have made their onslaught on the paren-
chyma of the central nervous system has wrought a

change in the clinical display of the disease. The hope
is justifiable, with our enhanced capacity to deal with
syphilis, based on a pro founder knowledge of the prin-
ciples or laws which govern the life history of the
spirochetes and their susceptibility to destruction by
arsenic, that finally we may be able, first, to prevent
general paresis, and failing in this, to cure it. Its pre¬
vention is synonymous with the prevention and ade¬
quate treatment of syphilis ; this phase of the subject
I have already discussed.1

There is no encouragement from experience recent
or remote to justify the hope that we shall be able to
cure general paresis until such time when we shall
recognize the disease much earlier than we do now.
We must thwart the preparations that the spirochetes
make in the nervous system soon after infection, and
we must annihilate them in their early skirmishes.

I have studied the histories of 100 general paretics
that have come under observation during the past six
years, since the founding of the Neurological Institute,
where the facilities for their proper observation and
interpretation exist, to learn if there was anything
in the clinical histories of these patients that would
permit the physician who saw them early, either to
suspect the disease or to diagnosticate it with sufficient
positiveness to subject them to treatment, and to
enable one to say how these early cases comport them¬
selves.

1. Collins, Joseph: Syphilis of the Brain: Its Occurrence, Symptoms
and Prevention, The Journal A. M. A., July 10, 1915, p. 139.

That general paresis is a syphilitic disease of the
brain is now universally admitted. The textbooks
still mention important contributory causes and discuss
other de facto causes than syphilis ; but the textbook
of the future must say that general paresis is always a
syphilitic disease. Less than half the patients admit
syphilis or give indications direct or collateral that it
has occurred, but study of the cerebrospinal fluid and
blood serum of these patients gives information that
satisfies me that the disease has its origin in syphilisin every instance. (It should be said that the latest
recorded expressions of some syphilographers is inimi¬
cal to this statement.2)

Some writers still teach that sexual and alcoholic
excess are important contributory factors to the causa¬
tion of general paresis. There is a widespread belief,
especially among English psychiatrists and among the
laity, that sexual aberrations and particularly fellatio
may cause the disease. There is not the slightest sup¬port for this supposition in my experience, nor do
my histories, now amounting to upward of 400, bear
out the statement that excessive use of alcohol is even
a contributory cause deserving of mention. Manypatients in the early stages of general paresis give wayto excessive indulgence in alcohol as an evidence of
their mental disorder, but this has nothing to do withthe causation of the disease. I am not contending that
an exciting cause of the disease is not operative in
many instances, or that in addition to the de facto
cause there is no exciting cause. It has been convinc¬ingly shown that among the natives of Algeria, from60 to 70 per cent, of whom are syphilitic, paresis ispractically unknown,3 and this despite the fact thatthere is ample proof that syphilis has existed in
Algeria a's long as it has existed at all, namely, since1495. Writers on this subject, as a rule, content them¬
selves with the statement that this elusive contribu¬
tory or exciting cause is synonymous with the stressof higher civilization and advancing culture and effi¬ciency. Others maintain that hereditary factors in the
existence of paretics have not been given adequateweight in estimating the etiology of the disease. If
those who contend for the first are willing to say that
general paresis is contributed to by every infringement
on the laws of nature, there can be no possible objec¬tion to subscribing to it. But to say that it is incidental
to civilization and culture, even though civilization and
culture entail divorce of the simple life, is absurd.

That the hereditary factors are very prominent in
paretics, as contended lately by Julius and Arndt, is
not corroborated by my own studies. The occurrence
of the disease in more than one member of the family
may be interpreted as an evidence of inadequate resis-

2. Nonne, M.: Syphilis und Nervensystem, Berlin, 1912.
3. Rudin: Allg. Ztschr. f. Psychiat., 1910, No. 5.
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tance, as lowered vital resistance ; it may also be
accidental, or dependent on a single source of infec¬
tion : for instance, among my cases are two brothers
who were in college simultaneously, and who devel¬
oped the disease, one at 39 and the other at 43 ;
although not susceptible of proof, it is probable that
there was a common source of infection in the two
cases. On the other hand, the father of these two
patients committed suicide, and it was thought he was

insane.
Unquestionably an unstable, nervous organization

may be inherited, and an unstable, nervous organiza¬
tion is more easily put out of commission than a stable
one ; but there is nothing to show that hereditary influ¬
ences make the brain more susceptible to the inroads
of the Spirochaeta pallida.

In 100 consecutive cases, the most painstaking
inquiry into the family history in cooperation with
some intelligent member of the family failed to reveal
the history of nervous and mental disorder in the
patients' ancestors or collaterals, save in eight instances.
Another interesting factor bearing on heredity is
the incidence of general paresis in Jew and Gentile
in this series. There are thirty-two of the former and
sixty-eight of the latter. The attendance in the out¬
patient department of the Neurological Institute, where

TABLE 1.—STATISTICS
Number of patients. 100

Male. 86
Female. 14

Age: Youngest. 23
Oldest. 5S

Average age when disease began. 42 years
Average duration of the disease when patient came under

observation .

.

 . 15 months
Average time that intervened between the infection and the

beginning of paresis. 15 years

Shortest. 2 years
Longest .-30 years

Race:
Jew. 32
Gentile. 68

Profession and occupation.Practically every one
History of syphilis. 41
Indication that syphilis had existed. 13
Syphilis denied. 53
Positive Wassermann reaction of the blood serum.. 87
Positive Wassermann reaction of the cerebrospinal fluid. 85
Positive Wassermann reaction in serum and cerebrospinal fluid of

fifty-nine patients who denied syphilis. 56
History of the contributing causes:

Alcohol. 25
Physical and mental hardship. 4
Trauma. 15

History of sexual excess and debauchery.,. 7
History of the psychopathic constitution. 7

the majority of these 100 cases were first encountered.
is about 60 per cent. Hebraic. Despite this, there were
more than twice as many Christians as Jews afflicted
with the disease. This may be interpreted in one or
two ways. Either the Polish and Russian Jew has
not yet encountered that element of "Kultur" which
plus syphilis causes in some instances general paresis,
or heredity and the psychopathic constitution has noth¬
ing to do with its origin. The latter is my conviction.

Some day it may be shown that general paresis is
caused by a peculiar species or strain of Spirochaeta
pallida.

The most astounding information came from a study
of the cerebrospinal fluid of those who denied syphilis,
of which there were fifty-nine (some of these were in
a state of mental enfeeblement which, of course, made
their statements wholly unreliable). Of these, there
was found in the blood and cerebrospinal fluid con¬

vincing evidence of syphilis. The three patients of

fifty-five who did not give such indications were a
woman whose blood serum alone was tested, another
whose husband had died of tabes, and a man who
was interpreted when I first saw him as an example
of manic-depressive insanity.

There are certain features of the facts set forth
which call for comment. The proportion of women
to men is somewhat larger than in most statistics.
This is to be interpreted that women who live the life
which men live have not only its enjoyments but also
its penalties. It also shows that occupation or pro¬
fession has no bearing on the etiology of the disease,
and that it occurs with greatest frequency during the
years of greatest mental and physical activity. The
statistics regarding the admission of syphilis on the
part of the patients are interesting when contrasted
with information furnished by study of the blood
serum and cerebrospinal fluid of these patients.
Although only 40 per cent, admitted having had syphi¬
lis, the blood serum was found to be positive in eighty-
seven, the cerebrospinal fluid positive in 85 per cent,
and the colloidal gold test was positive in 97 per cent,
of the cases. There were four women whose labo¬
ratory reactions were strongly positive, whose husbands
admitted syphilis. The Wassermann reactions of the
serum and the cerebrospinal fluid taken from the hus¬
bands were negative.

Twenty-five per cent, of the patients admitted that
they used alcohol intemperately, or their relatives made
such admission. That may or may not be an approxi¬
mation of the percentage of individuals who use alco¬
hol intemperately.

About 8 per cent, of the cases give a history of
trauma, some injury to the head which may very well
have an indirect determining relationship to the dis¬
ease. Most writers on general paresis have been
struck by the fact that history of injury to the head
is not uncommon in patients with general paresis.

Case 1.—For instance, a young vigorous Norwegian, aged
35, by occupation a ferry tender, who was brought to us
March 10, 1911, because he could not speak distinctly and
there was some change in his general disposition, had the
following history: About six weeks before the development
of these symptoms, while running to drop the fender of the
ferry or an incoming boat, he tripped over a rope and
struck his nose, he was not incapacitated, and he did not
seek medical advice, but within a fortnight it was noted
that his speech was peculiar, and he himself said, "I do not
know what is the matter, but sometimes I cannot say the
words." The laboratory examination showed a positive
Wassermann reaction of the blood serum and the cerebro¬
spinal fluid, an excess of globulin, and 49 lymphocytes per
cubic millimeter.

Case 2.—Another example is that of a fireman, aged 39,
who lived a temperate, hard working life and denied syphilis.
He was badly injured in the disastrous fire which destroyed
the Equitable Building in January, 1912. He was carried
out of the building, when the floors collapsed, in an uncon¬
scious state, and remained in the hospital a week. Whether
he was more shocked than physically injured is difficult to
determine. He was never well after that. In October of
the same year, when I first saw him, his complaint was that
he fatigued easily, especially the right arm and leg; he was

very nervous, disturbed by noises at home, and very slow in
all his movements and actions; he was subject to attacks of
great difficulty in speaking, which lasted for half an hour or
a day. In addition to the typical mental and physical fea¬
tures of general paresis, his serology was as follows : serum
Wassermann +, cerebrospinal fluid +, globulin +, Fehling's
+, cells 11. He deteriorated with profound rapidity, and
died five weeks after coming to the hospital.
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Table 2 aims to set forth the information that was
furnished when the patient's family were asked :
"What was first noticed to indicate that the patient
was not well ?" Very rarely was only one symptom or
complaint stated. It is to be remarked that in thirty-
five instances (upward of one third of all the cases)
the early symptoms were those that are commonly
spoken of as neurasthenia, namely, nervousness, pains
in different parts of the body, especially in the arms
and legs, and change of outlook toward the world. In
a great number of instances there were in the same
patients insomnia, fatigue without attribution, and men¬
tal irritability. In reality, therefore, it may truthfully
be said that in half the cases of general paresis the
patient's complaint at first is more or less indefinite,
made up of symptoms considered subjective, and
founded often in apprehension, which cause the family,
and regrettably the physician, to treat the condition
lightly.

It is astonishing how frequently loss of memory is
mentioned as an initial symptom. When it is realized
that such infirmity is rarely remarked by others until
it has reached a considerable degree, it is apparent that
it is a very constant and important symptom. Taken
in conjunction with nervousness and alteration of per¬
sonality or "change of disposition," it is the most impor¬
tant early feature of the disease.

TABLE 2.—INITIAL SYMPTOMS OF GENERAL PARESIS
Symptoms Number

Insomnia. 13
Fatigue.r. 21
Irritability, alteration of disposi.ion, qucrulousness.

...

19
Loss of memory. 40
Headache. 14
Dysarthria. 33
Eyes affected. 10
Pain in arms and legs. 13
Nervousness. 22
Stupor, indifference, apathy. 12
Garrulousness, expansiveness. 5
Unsteadines of gait; inability to control hands. 8
Gastric crisis. 2
Attacks of unconsciousness (convulsion). 5
Loss of sense of taste; sour taste in mouth. 2
Hypochondriacal complaints. 11
Dementia ("loses his way," "forgot how to use tools,"

etc.). 7
Depression, crying spells, indifference. 9
Loss of insight ("does not realize he is ill"). 14
Maniacal excitement. 1

Motor disorder is the next most constant early symp¬
tom. It displays itself usually in dysarthria, but not
infrequently as ataxia of gait, and inability to use the
hands dextrously. There were eight cases in which dis¬
order of locomotion was the chief symptom when the
patient was brought. We should include under motor
disturbances those cases initiated with attacks of
unconsciousness, which invariably mean convulsions.
There were nine such.

In many instances, loss of insight, which is per¬
haps the most distinguishing feature of the disease,
often exists from the very onset. "He does not
realize or admit that he is sick" is a statement that we
often hear. On the other hand, in the early course
of the disease, a few realize keenly their predicament,
and few situations are more painful to witness than
that of the individual who appreciates the nature of his
infirmity. I refer briefly to one such case :

Case 3.—A young married man, aged 28, who had had
syphilis when 18 and received no treatment at the time, came

under observation Jan. 9, 1912. His history was as follows : In
August, 1910, he had a series of small sores on the body and
extremities, which continued off and on for three or four
months. In the summer of 1911 he had headache and pain
in the top of the nose, for which relief was sought in opera-

tion on the nose. In September, 1911, he was always tired,
cross and irritable, complained of frequent headaches, depres¬
sions, pain in different parts of the body and insomnia, and
would not go to business. In October his blood was found
to show a positive Wassermann reaction ; he was given mer¬

cury hypodermically, later large doses of potassium iodid,
and later mercurial inunctions. Jan. 1, 1912, he became
delirious, smashed furniture, turned on the gas, and tried to
persuade his wife to commit suicide with him. He was given
an opiate, and the next morning he seemed to have no recol¬
lection of what had transpired. He was very slow in all his
actions ; it took him two hours to dress ; he talked inter¬
minably about trivial incidences ; he was querulous and
unreasonable, and gave way to extremes of temper and to
violence. Although the loss of memory was very apparent,
and he himself complained that he could not remember
things, he knew, he said, that he was going crazy. He
reiterated that he was doomed to become insane and die in
a straightjacket as his father had done. He realized that he
could not conduct his business, and that there was only one
eventuation for the disease that had overtaken him. These
periods of apprehensiveness would come on him in attacks.

After he had been in the hospital for two or three days,
the detailed interviews showed an excellent memory, keen
capacity for attention, normal effectivity, correct orientation,
and indeed, save for a slight euphoria manifest in trifling
overcommunicativeness, his condition was quite normal. The
customary physical signs of general paresis were present,
and the serologie examinations were quite characteristic.
He died in February, 1914, the disease having run the typical
course.

DIAGNOSIS AND COURSE OF THE DISEASE
General paresis is an easy disease to diagnosticate if

the typical mental features are present, if the majority
of the physical symptoms constituting the signature of
the disease, as it were, exist, and if the examination of
the blood serum and cerebrospinal fluid shows the con¬
dition which is pathognomonic of the disease. These
conditions being present, there can be no doubt of the
diagnosis.

Of this series, in only one instance was the diagnosis
not made. The history of that case is of sufficient
importance to be cited in brief :

Case 4.—A bookkeeper aged 35, married, childless, was
seen March 5, 1910. His wife related that ten days before,
he began losing his appetite, and three days later when he
awakened he did not seem to recognize things as he should,
and answered only in monosyllables. The next day he got
up, sat around for a while and did not eat his breakfast, but
went to business. His employer, who accompanied him, said
that he was very forgetful and uncommunicative, and when
he was asked for information concerning the books would
forget to give the answer. On an attempt to interview
him, the only questions he would answer were one concerning
his age, and the other if he had ever had syphilis, to which
he replied very emphatically in the negative. He refused
to remove his clothing or to allow it to be removed, or to
cooperate in a physical examination. The only physical sign
elicited was absence of the knee jerks. The pupils responded
to light; there was no facial or manual tremor. The sero¬
logie examination was entirely negative. During the first
week in the hospital he was silent, uncommunicative,
answered only in monosyllables, and was apparently not
interested in anything or in any one. He would eat when fed,
but would never voluntarily take food or drink, and gave no
heed to the functions of the bowels or bladder. At the end
of a week he gradually came out of the apathetic state, and
in two weeks was apparently quite himself again, desired to
go home, expressed realization of his illness, was grateful
for the care that had been taken of him, and thought that if
he could get into the country and have a change, he would
improve rapidly. He returned home, and the first evening
spent there he seemed to be quite as usual. The next morn¬
ing he lapsed into a stupoTous condition again. Then began,
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in alternation, days of stupor and days of mild excitement.
About the middle of May this alternation disappeared and
his speech became dysarthric. He displayed great forgetful-
ness, and childishness in neglect of his person. June 4. lie
was admitted to the Hudson River State Hospital, and his
condition was then, Dr. Pilgrim stated, a typical one of the
tabetic form of general paresis. He was later admitted to
the Middletown State Homeopathic Hospital, where the
same diagnosis was made. He died within four years from
the beginning of the disease.

In five instances it was difficult to make the diagnosis
until after prolonged observation and study, from that
form of brain syphilis, parenchymatous or vascular,
which is spoken of clinically as pseudoparesis. The
study of these cases and conclusions constitute a

sequence to this paper.
In brief, it may be said that the only safe rule to

follow is to subject all patients in whom one hestitates
to make the diagnosis to a laboratory examination of
the blood and cerebrospinal fluid. It may be humiliat¬
ing for us to admit that we cannot make the diagnosis
from the early symptoms alone, but there are more

painful humiliations than this, and one is to have a
so-called neurasthenic patient diagnosticated later as
a paretic. One would be deeply censured for not sus¬

pecting paresis in an individual who gave a history of
epilepsy occurring for the first time after 25 to 30
(full maturity), and for neglecting to employ every aid
for its detection. But it is far more urgent to subject
the mature man or woman who is depressed, irritable,
apprehensive, sleepless, nervous, and who complains of
indefinite disagreeable sensations which put them out
of tune with everything, to such tests than the epileptic.

In the siftings of neurasthenia will be found the
early general paretics. I am not in a position to say
whether the somatic signs of general paresis, which
are present in practically every case of the disease,
namely, the change in outline of the pupil, the loss of
the pupils' reaction to light, tremor of the lips, tongue
and hands; alteration of the tendon jerks (exaltation
or abolition) ; and disturbed coordination underlying
purposeful movements, are in existence before these
initial symptoms. They were in existence in practi¬
cally every one of the patients of this series, but it
must be kept in mind that all of these patients had
been under treatment before we examined them.

THE COURSE OF THE DISEASE

The course of the disease is a variable one ; in a few
instances it makes uniform progress, and the patient
gets worse week by week. This variety makes up about
10 per cent, of the cases. Then there is about another
10 per cent, which make partial recovery, that is,
recovery which permits the patients to return to
their profession or occupation. There were nine such
instances in this series : one physician, one police cap¬
tain, one patrolman, one carpenter, one tailor, one

stockbroker, one merchant and two housewives. They
all died, save two, within five years after the disease
began. It is often difficult to convince the families of
these patients that the cessation of activity of the
disease is not equivalent to recovery.

For instance, cases like the following are not uncom¬
mon :

Case 5.—A married woman, aged 41, who had borne four
children and had had no miscarriages, and whose husband,
a steady, sober printer, denied syphilis, had suffered from
insomnia, which was of the most unyielding variety, for
fifteen months. In addition she complained of pain in dif¬
ferent parts of the body, nervousness, and tremulousness of

the hands and lips, and it has been noted that she had diffi¬
culty in articulation, and that she became irritable, petulant,
forgetful and emotional. The mental, physical and serologie
examinations were typical of the disease. Her insomnia
yielded to treatment and her general health showed great
improvement under the utilization of various forms of tonic
treatment. A year later her doctor writes : "She has
improved constantly since she came home, so that she is
mentally and physically normal. She is able to go visiting,
shopping and to the theater and to attend to her household
duties."

It is safe to prophesy that within a year the disease
will overtake her.

It is quite unsafe to make any statement concerning
the course of the disease from its conduct during a few
months. A patient will be going on most favorably,when abruptly the whole picture changes.

Case 6.—Such, for instance, was the case of a telephone
operator, an unmarried woman of 31, who had been able to
attend to her work without causing comment or complaint up
to two weeks before going to the hospital, where she was
brought by her brother, who stated that she was so unsteady
on her feet that it was unsafe for her to go into the street
alone. Her handwriting had become illegible ; her articula¬
tion was so indistinct that she Could be understood only with
difficulty, and her employers related that she had become so
careless and unreliable in her work that they could no longer
employ her. In addition to the physical signs of the disease
her laboratory examination was : serum Wasserman +, cere¬
brospinal fluid +, globulin +, Fehling's +, cells 109.

This patient made remarkable improvement under vigorous
antisyphilitic medication, so much so that she was paroled
from the hospital to which she went after leaving the Neuro¬
logical Institute, and remained fairly well for six months.
Then she relapsed into the condition described above.

In many of these cases the inclination is to attribute
the improvement in the condition of the patient to
treatment. The most remarkable was the following :

Case 7.—W. M.j man, aged 31, a stenographer, single, who
had infection when 24, with cutaneous and mucous membrane
manifestations, and had been treated with inunctions and
potassium iodid for a year, when seen, April 1, 1912, com¬
plained of nervousness, tremor of the hands, inability to
articulate distinctly, failing memory and low spirits and was
talkative, unreasonable, and showed no insight. Serologie
examination revealed : serum Wassermann +, cerebrospinal
fluid +, globulin  —, Fehling's +, cells 13. Physical signs:
Argyll Robertson pupils, absent tendon jerks, tremor of
tongue and fingers, and syllabic speech.

Between that date and Jan. 10, 1914, he was in the hospital
many times and received twenty-seven injections of salvar-
san. His condition improved gradually, and in October, 1913,
he seemed to be almost normal; but he manifested no desire
to go to work, and accepted with great equanimity support
from his sisters. October 30, he complained of headache
and a little difficulty in speech ; that night he had a series
of mild convulsions ; in the morning he was completely
comatose; there were slight rigidity of all four limbs, and
retention of urine, and he was unable to swallow. He
remained in this condition for three days. Immediately on
coming out of this condition he asked the day of the week,
and realized that it was election day. The next day he was
able to go out and walk. After this he became very obstinate
and mandatory, gradually developed euphoria and grandiose
ideas, and displayed the typical expansive features of the
disease.

He remained in the hospital till November 22; his gar-
rulousness and unreasonableness had practically disappeared.
He came to the hospital at intervals of two or three weeks
until Jan. 10, 1914, since which time he has had no treatment.
His serology then was : serum Wassermann +, cerebrospinal
fluid + —, globulin —, Fehling's +, cells 6.

July 15, 1915, in reply to a letter asking him to call for
examination, he wrote in a bold, steady hand : "Your letter
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inquiring about my condition received. In answer I will say
that I feel very well, and think there is not any need of my
going down to see you. Thanking you for your kind atten¬
tion, I remain, etc."

There is a large percentage of cases, namely, 20 per
cent., in which truly remarkable progress is made. The
disease being only fairly well marked or typically
developed, the patients seem to be going along without
very conspicuous change from day to day or from week
to week, when suddenly they are seized with a series
of convulsions, and all the symptoms of profound
physical and mental disintegration. After a few days
the ¡^tient will be up and about, and in about the same
condition that he was before the attack, perhaps slightly
more euphoric or deficient of insight or interest, or
hypomaniacal, but distinctly further along the roadway
of the disease.

About half of the cases make steady progress, the
clinical picture changing little from week to week, but
the end of each succeeding year finds the patient worse.
He usually succumbs within five years from the onset
of the disease.

TABES, TABOPARESIS AND PARESIS
It is often said, sometimes lightly perhaps, that tabes

and general paresis are the same disease attacking dif¬
ferent segments of the cerebral nervous system, the
one of the cord, the other of the brain. They may be
the same disease, inasmuch as they are both syphiliticdiseases that are the result of a remote and proximateaction of the Spirochaeta pallida; but they are totallyunlike clinically, and quite different pathologically.Psychiatrists, and to a lesser degree neurologists, are
inclined to designate patients with paresis plus pain,incoordination and absent tendon jerks as examplesof taboparesis. There is some justification for this,
for there are cases in which the symptoms and signsof the two diseases coexist.

Much more rare than these cases of taboparesis are
cases of tabes that eventuate in typical paresis ; that
is, patients who have been under treatment for years
for ordinary tabes suddenly develop the typical mani¬
festations of general paresis. So far as I can learn
from inquiry, such cases are rare ; yet I have seen four
such cases within the past six years.

Brief notes of two of these are:

Case 8.—A coachman, seen first, Dec. 14, 1909, whose com¬
plaint was pain in the legs, shooting in character, which had
been in existence for three and one-half years, and which
developed six weeks after a fall from a horse, had difficulty
in urinating (duration about six months), constipation and
impotence. The physical signs were : irregular, Argyll Robert¬
son pupil, absent ankle jerks, absent right knee jerk, left
diminished, slight ataxia of station, but not of gait, and
irregular areas of hyperesthesia of the trunk and abdomen.
He was under observation and treatment for two years.
Then following the death of his son, he became irritable and
unreasonable; finally, he got into a street altercation and
was locked up and brought back to the hospital with a
typical picture of paresis, which made profoundly rapid prog¬
ress, and he died within four months from the time of the
appearance of the mental symptoms. Shortly before his
death he developed a left third nerve palsy.

Case 9.—Another even more unusual case was that of a
man aged 43 who had syphilis when 20, and received cus¬
tomary treatment. When 38 he developed tabes, the evolu¬
tion of symptoms being: difficulty in pedal and manual coor¬
dination, diplopia (third nerve palsy of one eye, six months
later of the other), paresthesia of the hands, and darting pain
in chest and upper extremities. The objective symptoms
were pathognomonic. Four years after the beginning of the

disease he began to be depressed at times with and without
cause, but this was not interpreted as indication of mental
disorder. A year later he became rather abruptly expansive,
hypomaniacal and euphoric, and quickly displayed the most
typical picture of paresis.

THE OUTLOOK FOR THE PREVENTION OF PARESIS

Were the state to treat syphilis, it is likely that
paresis might be prevented ; until it does, the preven¬
tion depends on the physician acting as an individual.
It is too much to expect that all physicians will have
the determination to thwart it or to be unanimous in
regarding it as the chief menace to health.

TABETIC OCULAR CRISES
WILLIAM G. SPILLER, M.D.

Professor of Neurology, University of Pennsylvania, School of Medicine
PHILADELPHIA

Ocular crises were first described by P. K. Pel1
(1898), but have not been generally recognized, and
only a few cases are recorded. Oppenheim,2 even in
the sixth edition of his textbook, states that ocular
crises with attacks of severe pain in the eyes, secretion
of tears, spasm of the orbicular muscles, and hyperes-
thesia of the eyes and parts about the eyes, are not to
be accepted as tabetic until further experience has been
obtained. It is desirable, therefore, that cases of this
character should be made known. Oppenheim has
observed hyperesthesia of the retina in tabes which
interfered greatly with a testing of the light reflex, as
the eyes filled with tears on every attempt to take the
light reflex.

Pel's case was one of tabes with paroxysms affecting
both eyes, of ocular phenomena consisting of irritation
of sensory, secretory, motor and vasomotor nerves.
The mental condition of his patient during the attacks
was altered. The man was restless and irritable. The
ocular attacks occurred with sudden severe burning
and stabbing pain in both eyes, interrupted by short
intermissions. Pronounced secretion of tears with pho¬
tophobia soon followed the pain, and it was difficult
for the man to see because of spasm of each orbicu-
laris palpebrarum muscle. The attacks varied in their
duration. Sight was not affected in the intervals. In
one attack the conjunctiva of each eye was red and
swollen, and the eyes and area about the eyes were

hyperesthetic, so that examination of the eyes was
impossible, and the man felt exhausted after the attack.
The appearance of the eyes during an attack was like
the condition produced by rubbing the eyes in the pres¬
ence of a foreign body beneath the lids. There is no
mention of visual phenomena, and the optic nerves
were normal. The condition was one of irritation of
the trigeminal nerves, and the ocular pain was regarded
as ciliary neuralgia. There was persisting paresthesia
in the distribution of the trigeminal nerves.

Pel stated that until the time of his report no case
of crises of one of the upper cranial nerves had been
observed, as crises had been seen only in organs rich
in vagus and sympathetic fibers. As the trigeminal
nerve contains secretory, sensory, motor and vasomotor
fibers, crises of this nerve might be expected, and this
nerve is often affected in tabes.

Pel refers to reported cases of tabes with irritation
of secretory fibers of the trigeminal nerves, as secre-

1. Pel, P. K.: Berl. klin. Wchnschr., Jan. 10, 1898, p. 25.
2. Oppenheim, H.: Lehrbuch der Nervenkrankheiten, Ed. 6, 1913,

p. 181.
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